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Autopsy of the Medical record

By the end of this n the ID/D nurse will
be able to medical record
develop a health summary
communicateto health care professions the entire picture of an individuals health.
How ain the entire medical records
developmer written nursing consultation report
Develop recommendation and how to share with appropriate members of the team

The autopsy of the medical record

The goal for today is:

To have a better understanding how dissecting and organizing
the medical health concerns that are mentioned in a medical
records can produce optimal wellness.

Obtaining the Review and

information organize

Communicating
your finding and
recommendations

Document your
findings

Improved health
care for the /DD
individual

Obtaining medical records

* Release of record
— HIPAA:
— Who can consent to release medical records:
— Individual if presumed competent
— Parent if individual is under 18 years of age
— Guardian
— Health care proxy only if invoked by doctor or the court

The Medical record can take on many forms

Historical information

Eligibility documents

Notes from interviews with individual family and care givers
Doctor’s visit notes

ER and Hospital Admission Records

Nursing Rehab notes

0ld and current ISP’s ( individual service plans)

Pharmacy Records of prescriptions

Where to obtain records

* PCP

DDS/ GOVERNMENT ELIGIBILITY DOCUMENTS
FAMILY

HOSPITALS

SPECIALISTS

PHARMACIES

ISP’S

IEP’S
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What forms to use Autopsy :

. * A detailed critical analysis of an individual’s medical record.
* Generic Form . ) ) -
3 — Including History of medical assessments, medications, consults
l l ' . * Hospital Release .
' B — Current reports of health issues
‘ * Medical records release

o — Interview of family members who might have contributions to the medical
« Signing out a Governmentrecord history of an individual

4

GOAL: a comprehensive collection of all health issues old and new

GOAL: production of a chronological health summary

GOAL: developmentof a nursing assessment of health issues to be shared
with individual’s team members for consideration.

Breaking down the record into sections as you read.

The medical record

+ Start at the beginning.

+ Do not assume that because the report is not a
medical report that it would not have any useful
information regarding an individuals health.

+ remember to note any family history

Family History Developmental milestones
Include pre-natal complications Any regression noted
Maternal and Paternal health issues If genetic testing was done, note the year

Siblings with similar health concerns.

Obvious medical

diagnosis
Hospitalizations ) Active diagnosis
Surgeries ‘Separate psychiatric and medical
Medlcationsgheninthe ast and effcacynted ffectveeatment pans that bave wored
Aleries et plars |
Example CHRIS ..... The break down into systems
- * Start at the top of the head and work your way down to the

Father has cardiac disease. Walked at 15 months feet'

 Separate into body system.

Down Syndrome

jpothyroidism
el talks / since childhood.
Constipation

Can be non compiant with medical appointments.
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Medical Records Release Form

Release my protacted health information to the following
physiclan/personfacilitylentity and/or those diroctly associated in my medical care:

The purpeselreason for this release of information Is as follows:

Signature

Development or the chronological
summary

Development of the nursing assessment
and recommendation

Case study one: Gerard

Case Studies two:




Case study three
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